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F 000} INITIAL COMMENTS F 000
: The Annual Recertification Survey was This Plan of Correction i3
completed on November 26 to November 29, submitied as required under State
2012, and Federal law. The facility's
F 241 | 483.15(a) DIGNITY AND RESPECT OF F 241 submission of the Plan of
as=t ! INDIVIDUALITY Correction does not eonstitute an
) admission on the part of the
The facility must promote cara for residents in a facility that the findinps cited are

S ameee oot oconert et i or accurate, b the finings
fult recognition of his or her individuality. constituie deﬁ.mency’ or that T‘he.
' seope and severnity determination ig

i ; i correct. Because the facility makes

+ This REQUIREMENT s not met as evidenced na such admissions, the statements
by: made in the Plan of Correction
Based on observations and interviews the facility cannot be used against the facility
failed to maintain the diginity of twenty-two In any subsequent administrative
residents of thirty-eight residents observed in two { o ¢ivil proceeding,

dining rooms. ‘

i The findings included:

: Observation of the main dining room, on

. Novernber 26, 2012 at 12:05 p.m., revealed staff
‘applying cloth bibis/clothing protéctors 1o twenty |
residents without asking the residents before
applying the bib.

Interview with Certified Nursing Assistant (CNA)
#1, on November 26, 2012, at 12:05 p.m.
confirmed the residents were not asked prior o
applving the bibs.

Observations of the restorative dining raom, on
November 26, 2012, at 11:57 a.m., revealed two
residents were not asked bafore having cloth
bibs/clothing protectors applied by staff. ! 12-28-12

LABORATUR . PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE {¥&) DATE
N D-{%-1a

Any deficlency sta nt ending with an asterisk {*) denotes a deficensy which the Ingtitution may be excused from correcting providing It is determined that
other safeguards provide sUffiet ratection to the patients. {See instructions.) Except for nursing hames, the findings stated above are disclosable 90 days
following the date of survey whether or not a plan of correction is pravided. For nursing homes, the abova findings and plang of correction are disclosable 14
days foliowing the date thase documents are made available to the facility. If deficiencies are cited, an approved plan of comection is requisite to continued
program parliclpation,
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: ! |
' i
Fl
F241
1. No resident was identified.

2. Resident Interviews were i
completed on 100% of alert and :
oriented residents that attend meals
in Dining Areag for concerns with
use of clothing protectors with no

. negative findings reported on

" November 30, 2012 by the
Director of Nursing, Assistant
Director of Nursing, Medical
Records Director, Unit Manager, . !
Supervisor, and / or Quality

i Assurance Director.

i © 3. Alllicensed nurses and
Certified Nursing Assistants were

educated by the Director of
Nursing,-Assistant.Directoraf ... .. ...

~ Nuwrsing, Unit Manager,
Supervisor, and / or Quality

* Assurance Nurse on dignity and
resident choice regarding the use
of ¢lothing protectors prior ta meal
time initiated on November 28,
2012 and completed on November
30,2012,

}
!
!

LABORATORY BIRECTOR'S OR PROVIDERYSUPPLIER REPRESENTATIWE'S SIGNATURE TITLE (X8} DATE

Any deficiency slatement ending with an asterisk (*) denoles a deficlency which the institution may be excused from correcting providing it is deterinined that
other safequards provide sufiicient protaction to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosablea 90 days
following the date of survey whether or not a plan of correction is provided. For nursing homes, the abave findings and plans of correction are disclosable 14
days following the date thesa documents are made available to the fadility, 1f deficiencies are cited, an spproved plan of correction Is requisite to ¢continued
Lprogram padicipation.
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4. Audit of each Dining Area
will be conducted every meal for
one week, then one meal time
daily three times weekly for three
weeks, then randowm meal times
weelkly for 2 months and / or until
100% compliant by the Unit !
Manager, Supervisor, Director of
Nursing, Agsistant Director of
Nursing, Qualiry Assucanece :
* Director, Medical Records
i Coordinator, and / or the MDS :
i :  Coordinator. All findings will be
reviewed and reported in the

Quality Assurance Performance
Improvement Cowminittes mesting

for three months and / or until

i + 100% compliance is achieved,

' The Quality Assurance

i Performance Improvement

peeol et COOTmIDICTES cOMSIStSOfthe L. . ]
: " Administrator, Medical Director,

1 Director of Nutsing, Staff

¢ Development Coordinator,
! . Environmental Services, Dietary,
: Social Services Director, Business
Office Manager, MD)S
Coordinator, Rehabilitation
Department, Medical Records, and
Environmental Department

.
i
I

LABORATORY DIREGTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TiTLE (%6) DATE

Any deficiency statement ending with an asterisk (*) denoles a deficiency which the institution may be excused trom carrecting providing it is datermined that
other safeguards provida sufficienl protection to the patiants. (See instructions.) Except for nursing homes, the findings stated above are disclosabls 90 days
following the date of survey whether or nol e plan of carrection is providad, Fer nursing homes, the above findings 2nd plans of corraction are disclosable 14
days foliowing the date these documents 2re made availzble to the fachity. if deficienties are ¢ited, an appraved plan of correction Is requlsita ta continued
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F 241 | Continued From page 1 F 241
Interview with the Administrator, in the conference
room, on November 28, 2012 at 11:10 a.m.,
revealed the facifity did not have a written policy
regarding the use of clothing protectors, but the .
facility practice was for siaff to ask the resident if
they wanted a clothing protector prior to applying
the protector, . . , .
F 822 483.25(¢)(2) NG TREATMENT/SERVICES - 'F322| 1. Resident# 88's tube feeding
88=D| RESTORE EATING SKILLS was discarded and a new bottle of
feeding was started on November
Based on the comprehensive assessment of 29, 2012 by the Unit Manager. The
resident, the facility must ensurs that a resident resident was assessed by the
who is fed by a naso-gastric or gastrastomy tube Physician on November 30, 2012.
receives the appropriate treatment and services Resident #88 did not experience
to pravent aspiration pneumonia, diarrhea, : . . :
vamiting, dehydration, metabolic abnerm alities, a:;};;hgfg:s ::ilfi S’;ﬁ%ﬁma}
and nasal-pharyngeal ulcers and to restare, if § o) Iegalive o '
possible, normal eating skilts. 2. Residents receiving enteral

nuirition feeding have the potential
to be affected. A 100% andit was

This REQUIREMENT is riot met as evidenced conducted on November 29, 2012
by; ofall residents receiving enteral
Based on observation, interview, and medical feeding and expiration dates were

record revisw, the facility failed to manitor far

—=verifted-hy-tire Direetorat ———"— =

E expiration dates for the atministrationof wbég " I Nursing and Assistant Director of

feeding products for one resident (#88), of

' . Nitrsing,

seventy six resldents reviewed. 3, All Hieensed Nurses were in.

« The findings included: servioed on Enteral Nutrition and

! expiration dates including

| Resident #88 was admitted to the facllity on verification prior to administration
August 17, 2010, with diagnases of Canger, of tube feeding by the Director of
Anemia, Alrial Fibrillation, Goronary Artery Nursing, Assistant Director of
Disease, Congestive Heart Failure, Hypertension, nursing, Unit Manager, Supervisor,

Gastro Esophageal Reflux Disease, Diabetes

and / or Quality Assurance Nurges
Mellitus, and End Stage Renal Disease. Quality

initiated on November 29, 2012

Medical record review of the physician's orders ;’;ﬁ;"mpletcd on November 30,
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88=D | ACCURATE PROCEDURES, RPH

The facility myst provide routine and emergency
drugs and biologicals to its residenis, or obtain
them under an agreement described in

{X4)ID : " SUMMARY STATEMENT OF DEFICIENCIES ) PROVIDER'S PLAN OF CORRECTION )
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL FREFIX {EACH CORRECTIVE AGTION SHOULD BE COMPLETION
TAG REGULATORY QR LSG IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APRROPRIATE DATE
! DEFICIENCY)
. 4. An audit will be completed by
F 322 Continued From page 2 F322f  the 1icensed Nurse on sach new
dated October 4, 2012, reveaied "Glucerna enteral feeding administration with
{nutritional tube feeding product) 1.5... 60 cofhr. expiration date verified by second
via pump - may discohnect for persenal ¢are and licensed nurse for three months
ggﬁnu;e't"s. Flush tube with 250 cc H20 Q 6 hrs. via and / or sl 100% cornpliant. An
' audit will be completed daily for
Qbservation on November 29, 2012 in the on¢ month, then three times
resident's room at 12:05 p.m., revealed the weekly for two months and/ or
Gluycarna tube feeding had been hung on until 100% compliant on 100% of
November 28, 2012 at 11:55 p.m., and the residents receiving enteral feeding
manufacturer's expiration date an the battle by the Supervisor, Unit Manager,
stated "use before Nov. 1, 2012 ", ' Director of Nursing, and / or
o i i i Nursi
Interview with Licensed Practical Nurse (LPN) #1 Ass_lstan.t Director of ureing for
. . verification of formuls being
on November 29, 2012, at 12:10 p.m.in the g ration da
resident’s room, confirmed the tube feeding was administered and expiration dats,
expired and was not to be used after the All findings will be reviewed and
expiration date of November 1, 2012, reported in the Quality Assurance
F 425 | 483.60(a),(b) PHARMACEUTICAL SVC - F 425 Performance Improvement

Committee meeting for three
months and / or until 100%
compliance is achieved. The
Quality Assurance Performance

"§483.75(h) of this part “The facility Mgy permit -
unticensed persennel to administer drugs if State
law permits, but only under the general
supervision of a licensed nurse.

Afacility must provide pharmaceutical services
{including procedures that assure the accurate
acquiring, receiving, dispensing, and :

administering of aft drugs and biologicals) to meet |
the needs of each resident, '

The facility must employ or abtain the services of |
: & lisensed pharmacist who provides consultation |
i on all aspects of the provision of pharmacy

Llipi DYENEnt COMTiITES COnsIsts
of the Administrator, Medical
Director, Director of Nursing, Staff
Development Coordinator,
Environmental Services, Dietary,
Social Services Director, Businesg
Office Manager, MDS
Coardinator, Rehabilitation
Department, Medical Records, and
Environmental Department
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! la. The ¢xpired enteral feeding
F 425 Continued From page 3 F 425 was immediately discarded from

; feading products, making expired tube feedings
¢ available for administration for residents with

i Observation of the clean utiity room on
: November 28, 2012, at 11:40 a.m., with Licensed

services in the facility.

This REQUIREMENT is not met as evidenced
by:

Based on medical record review, review of facility
guidelines, observation and interview the facility
failed to dispose of expired nutritionaf tube

Percutaneous Endoscopic Gastrostomy (PEG) :
tube feedings and failed to avoid the use of
unapproved abbreviations on the Medication
Administration Record (MAR) for one resident
(#59) of seventy-six rasidents reviewed.

The findings included:

Practical Nurse (LPN) #2, revealed slevan cans

the clean utility room on
November 29, 2012 by the Unit
Manager.

1b. Resident # 59 received a
corregted Medication

' Administration record by the
Director of Nursing and / or
Assistant Director of Nursing on
December 1, 2012. The Director
of Nursing spoke to Pharmacy
provider on November, 30, 2012
regarding the use of “units” for
dosing of medication.

2a. An andit was completed on
November 29, 2012 of 100% clean
utility rooms by the Director of
Nursing and Assistant Direator of
Nursing and no other expired
enteral feeding was identified.

2b. Residents recetving medication

with “units™ for desing have-the

of Jevity {tube feeding product) 1.5 calorie with
expiration dates of April 1, 2012 and one can of
Jevity 1.5 calorie with an expiration date of .
November 1, 2012 and four one liter bolfles of |
Glucerna (tube feeding product) 1.5 calorie with
expiration dates of November 1, 2012,

1
Interview with LPN #2 on November 29, 2012 at !
11:40 a.m., in the clean ufility room, confirmed thei
tube feeding products were expired and available
for resident use. :
I

Review of the medical record for resident #59

potential to be affected, therefore
Pharmacy completed an audit on

i all residents receiving insulin with
changes 10 include “unit” for
dosing on November 30, 2012 for

. monthly changeover of Medication
Administration Records. The
Consultant Pharmacist eompleted
an audit of 100%; of residents on

‘ December 3, 2012 foruss of “u” in
] amy megication dosage order. An

:  audit was completed of 100% of

i residents Medication
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revealed the use of "u” for units on the MAR for

Director of Nursing, Unit

{X4) ib SUMMARY STATEMENT QF DEFICIENCIES i [n} ! PROVIDER'S PLAN OF CORRECTION (454
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL i PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TOG REGULATORY OR LSC [DENTIFYING INFORMATION) ; TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
i : DEFICIENGY)
[ ' Administration record for the use
F 425 Continued From page 4 |' F 425 of abbreviations 10 avoid by the
!
!

the period Naovember 1, 2012 to November 30,
2012, !

i Review of facility guidelines titled Abbreviations to
: Avoid, revealed "U" was an unapproved ;
i abbreviation. ;

! Interview with the Director of Nursing (DON) on
November 29, 2012 at 2:35 p.m., in the fronk
office, confirmed units were not to be abbreviated
and were to be written out.

Phone interview with the pharmacy consultant on E
November 29, 2012 at 3:15 p.m., in the front
office, confirmed units were not to be abbreviaied
on the MAR's and the MAR'S had nat checked
ori the monthly medication reviews.

Manager, and / or the Assistant
Director of Nursing initiated on
December 3, 2012 and completed
on December 11, 2012. ;
3a. All licensed nurses were in- ;
serviced on Enteral nutrition and
expiration dates ineluding
verification prior {0 administration
by the Director of Nursing,

Assistant Director of Nursing, Unit |
i . Manager, Supervisor, and / or i
i Quality Assurance Nurse initiated

! on November 29, 2012 and
completed on November 30, 2012.
The Central Supply clerk was in-
serviced by the Administrator on
December 6, 2012 regarding
procedure for stock rotation,
verificaiion of expiration dates,
and discarding of outdated

aupp‘liﬁs.

3b. All licensed nurses were
cducated on the Abbreviations 10
avoid guideline by the Director of
Nursing, Assistant Director of

: Nursing, Unit Manager,

i Supervisor, and / or Quality
Assurance Nurse initiated on
November 29, 2012 and completed
on November 30, 2012.
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4a. An audit will be completed on
all enteral feeding upon delivery
weeldy for 4 weeks, then monthly
for two months and / or wntil 100%
compliant by the Central Supply
Clerk, Director of Nursing, and / or
- Asgistant Director of Nursing,. An

' audit will be conducted three imes
. weekly of the clean utility roam
for expiration dates on enteral
feeding three times weekly for one
month, then weekly for two
moniths and / or until 100%
compliant by the Central Supply :
Clerk, Director of Nursing, _
Agsistant Director of Nursing, Unit
Manager, and / or Supervisor. All
findings will be reviewed and
reported in the Quality Assurance
Performance Inprovement
Compmittee meeting for three
months and / or until 100%

————r rr—s ; r‘nml-ﬂiannf: 1s.achiewed 'T‘l-!c

| o ' "Chaality Assurance Performance
Improverzent Committee consists
of the Administrator, Medical
Director, Director of Nursing, Staff !
Development Coordinator,

: *  Environmental Services, Dietary,

i . Social Services Director, Business

LABCRATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SISNATURE TITLE {X8) DATE
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] I Office Manager, MDS

; Coordinator, Rehabilitation {
Department, Medical Records, and |
Environmental Department,

4b. An andit will be completed

. five days a week in the morning
meeting of all new orders received
for appropriate use of units daily
for one month, then three times
weekly for two months and / or
until 100% compliant by the ;
- Darector of Nursing, Assistant ;
i ' Director of Nursing, Unit :
. Manager, Supervisor, and / or
i Quality Assurance Nurse. All
I
i

findings will be reviewed and !
reported in the Quality Assurance
Performance Improvement
Committee meeting for three
months and / or until 100%%
compliance is achieved. The

l
R ——Quality-Assurance-Performance-
A l __ Emprovement Committee consists
\ ' ofthe Adminisirator, Medical
¢ Director, Director of Nursing, Staff
Development Coordinator,
Environmental Services, Dietary,
: i Social Services Director, Business
: . Office Manager, MDS
: v Coordinator, Rehabilitation
Department, Medical Records, and
Environmental Department
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days following the date thase documents are mada available o the facility. If deficiencies ara cited, an approved plan of carraction is requisite to continuad
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